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HOM ELESSN ESS IN WASHI NGT O N, D.C.
T he latter years of the twentieth century have witnessed a phenome non
unparall eled sin ce the depression of the 19 30 's. Legions of homeless, disadvan-
taged, often mentall y ill poor have emerged th ronging cities, crowding pu blic
places and presenting perplexing co mp lex, soci a l, pol it ical , economic, and
medica l/psychiatric service delivery issues ( I ). Cou nti ng th e homeless, and
among them th e mentally ill homeless, is a task fraugh t with d ifficulty, as some
studies ha ve illustrated (2 ,3). Estimates of mental illn ess among the nation's
homeless range from 10% to 70 % (4) . In the District of Colu mbia, there are an
estimated six to sev en thousand homeless. Of th ese , in 1988 , 36 % were felt to be
mentall y ill (5).
The increasing numbers of homeless a nd mentall y ill street people are th e
result of a com plex interwea vin g of pol itical a nd economic factors includ ing
housing policy, urban gentrification , cha nging requisit e job skills in a changing
economy, and deinstitutionalization (6) . Regardless of their o r igin, the ch roni-
call y mentally ill (CMI) homeless present as a population with d iverse acute
medical and psychiatric needs.
Delivering services to this increasing " u riderc lass" in th e U nite d States has
mobilized the non-medical private sec to r in a a ttempt to co pe with th e ho meless'
perplexing needs. This "shelter industry" ha s repeatedly ca lled for med ical and
psychi atric support to help provide ca re to th e homeless urban poo r , and th eir
medical ca re needs present a n opportun ity fo r training in co mmunity a nd
emergency psychi atry unparall eled in recent decades (7). What follows is a
description of the planning and implementation of an e lec t ive fo r fo urth year
psychiatry residents designed to expose them to this underserved populatio n.
BEGINNING A SERVICE NETWORK
In late 1986, the Washington Psychiatric Society's Co m mittee for the
Homeless was formed . The first task of the Committee was to review th e current
literature in order to investigate th e conceptual e vo lu tio n o f mental health care
delivery to the chron ic mentally ill homeless. Fortunately, th e Mendota Proj ect
served as a model for creating within the co m m u nity those lost state hospital
"institutional" structures that had provided a socia l, medical , housing, and
mental health management system for the mentall y ill before deinstitutional iza-
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tion (8) . In part, the Committee was conceived as an agency which would assist in
recruiting and coordinating mental health manpower into th e unde rstaffed D.C.
shelter system. Subsequent goals of the Committee were to assess th e psych iat r ic
needs of the system, determine what shelters were in place , wha t the ir psychiat-
ric needs were, and how these needs could be most effect ively met. Ar med with
this knowledge the Committee undertook to become fam iliar with th e evolving
infrastructure in the Washington metropolitan a rea devoted to de liver ing care
to the CM I homeless. Shelters were visited and co ntacts es ta blished with
program di rectors. The Emergency Psychiatric Response Division of the D.C.
General Hospital was visited and health care system needs were reviewed with
the Director and the staff. It soon became apparent th at providing psych iat r ic
services to th is developing system would provide an invaluable training ex pe r i-
ence in community and emergency psychiatry for psychiatric residents in th e
metropolitan Washington area.
DESIGNING A CU R RICULUM
In early 1987, interested psychiatrists were recr uite d through the Wash-
ington Psychiatric Society's Newsletter to volunteer th eir time and expertise to
begin to work with the CMI homeless. Through th e e ffo rts o f a n interested
faculty member at the Uniformed Services Universit y of th e H ealth Sciences, we
were enlisted in the effort to determine just how a resident might participate in
delivering psychiatric services through the sh elter syste m, and at the same time
receive training in community and emergency psychi atry. After seve ral visits to
one shelter, we felt that the training experience could not simp ly consist of
delivering psychiatric care to the homeless, but also should emp hasize a
multidimensional, multidisciplinary interaction in th e com m unity. From this
came the ideas of an integrated curriculum; one that could break th e ex perience
down into its component parts, each co nceptua lizing a specific skill requisite, yet
mindfu l of promoting a co hesive experience. The overall document was to be
used as an academic guide in navigating one's way through the di verse clinical
experience .
The curricu lum itse lf is divided into five basic areas of study, each with its
ow n performance objectives and goals clearly la id out, as well as a reference
sec tion citing pe rtine nt liter a ture . Although the trainee has the opportun ity to
e mphasize any or a ll of these five areas, an attempt is made during the course of
the 6 to 12 month e lec tive to expose the trainees to all five. These areas are:
A) Traini ng in Com muni ty and Emergency Psychiatry
B) Shelter Se rv ice De livery Issues
C) Research on th e Homeless
D) Socio-Cultural Aspects of H omelessness
E) Legal Advocacy Issues
Sections A and B are the clinical core of the shelter exper ie nce, and all
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participants are expecte d to master this pa r t of the cur riculum . Section A is
subd ivided into " H istory and Mental St atus Exa mination," "The Patient in
Cr isis," " Subs ta nce Abuse ," an d " Involuntary Hosp ital izat ion and Disposition ."
Sect ion B is in turn subdivided into" atura l H istory and Treatment Planning,"
"Treatment St rat egies," an d "Group T herapy and Staff Deve lopme nt. " As an
examp le , the subsection "The Pat ient in Crisis," including references, from
training area A, is reprod uced in Tab le 1.
The academic yea r begins with an in itial to ur of a ll th e possible shelter
wor k sites to a id the resi dent in findi ng a niche in th e care deli very system .
Written descriptions of all th e shelte r programs, the Menta l Health Law Proj ect
a nd th e Emerge ncy Psychiat ri c Response Division a lso he lp the resident choose
a n appropr ia te site . T h roughout the e lective, group supervision is provided for
the residents for purposes o f d iscu ssing ind ivid ua l cases, systems issues, and staff
development problems. Addi tionall y, once per month a visiting lecture r pres-
e nts var io us topics on legal , soc io logic, emergency psych ia try, politica l policy,
a nd co m m un ity mental health issues wh ich perta in to working with the home-
less. T he a im of this forma t is to g ive th e yo u ng psychiatrist exposure to this
popu lat ion, the particular clin ica l aspects of th ei r care, and the overall multidi-
mensional nature of the work. As a resu lt, each participant is encouraged first
TABLE 1.
Sample Section of Curriculum
.. . 2) Management Issues
a) T he Patient in Crisis
Per fo rmance Objectives: The resident will demonstrate , by clinical co mpe -
tence, the management of the dangerous patient. Important a reas o f skill a re th e
assessmen t of dangerousness, differential diagnosis, prodromal signs of psych oti c
decompensation, the predictors of vio lence, and th e accepted behavioral a nd
pha rmacologic interventio ns for the ac u tel y violent patient. Other eme rge ncy
co nditions suc h as assess me nt of suicidality in the adult and ch ild (for th e chi ld
psych iat r y tra inee) are a lso im portant areas of ski ll development. The chi ld
psychi at r y trainee will a lso demonstrate competence in the management of specific
ch ild hood emergencies suc h as pote ntial to run away and schoo l refusal.
REFER ENCES
Cavana ugh S: Psychi atric e mergenc ies. Med ical Clini cs of North America 70(5): I 185-
1202, 1986
Co nn LM , Lion JR: Ph armacologic approaches to vio lence. Psychiatric Clinics of North
America 7(4): 879-886, 1984
Dubin WR , Weiss KJ, and Do rn J M: Pharmacotherapy of psychiatric emergen cies.
J ou rn al of Clinical Ph armacol ogy 6(4): 2 I0-222, 1986
Werner PD , Rose T L, and Yesavage J A. Rel iability, accuracy, and decision making
strategy in clinical pred ict io ns of imminent dangerousness. J o urn a l of Consultative and
Clinica l Psych ology 5 I: 8 I5-825, 1983
Shaffer D, Ehrhardt AA, Green hi ll LL: T he Clin ica l Gu ide to Child Psychiatry. The Fr ee
Press, ew York, pp 167-1 80, 1985
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and foremost to use creativity to design an experience that fulfills hi s or her
areas of personal interest as well as meeting the particular psych iatric needs of
the site at which they have chosen to work. The resident's desire and ability to be
creative is affected by the work site chosen because of the differing degrees of
structure and psychopathology existing at each of th e shelters.
The most difficult task by far has been the actual implementati on and
legitimization of the curricu lum. At our institution , Walter Reed Army Med ica l
Center and at the other three which are presently in vo lved in th e elec tive, the
challenge has been to obtain the support of the Chie f of the Department and the
Director of Training in considering this elective as a worthwh ile clin ical
expe r ie nce and a viable alternative to already existing forms o f tra ini ng in
community and emergency psychiatry. Paramount of all obstacles has bee n th e
d ifficu lty in creating time in the already busy schedule of th e resident, without
sacrificing any of the existing train ing curriculum . There have be en fina nc ial
concerns as well wit h th e private tra ining programs. Who will pa y the residents
whi le they are providing services at the shelters , and who will make up for th e
lost b illable hours at the private university outpatient clinics, were co ns idera ble
problems to be overcome . Another important co nce rn ha s been tha t the
curriculum is designed so that the trainee works at a giv en sit e for 6 to 12 months
for 1/2 da y per week . This format is d ifficult to fit into many existing residency
programs given that the sta ndard fourth yea r psychiatry e lective provides 20 to
40 hours per week for a period of 1 to 4 months. This is too mu ch time a nd too
short a period to build working relationships with th e homeless a nd the shelter
sta ff to create a productive working co alition whi ch is bas ed o n standard models
of com m unity psychiatry . Given that this is the first yea r th at the cu rriculum has
been implemented, the result ha s been a compromise for some o f th e resid ents.
Some are participating in the e lec t ive o n th eir own time in the eveni ngs , whi le
others have been able to create th e time during the day to co nsu lt at o ne of th e
shelters.
RESIDENTS' EXPERIENCES
Upon entering the shelters, we were overwhelmed by the se nse o f di sarray
and the unstr uctured living conditions. Men and women were living separately
in close proximity with littl e or no communication. Violent verbal, and some-
times physical , outbursts were com mon as territorial im pe ratives were exe rc ised .
A ge nera l sense of tension and a pa lpable lack of human relatedness pervad ed
the shelters . An identified worker or area was seen as th e "co ntrol" a rea to
whom or wh ich problems or conflicts were brought for reso lu tion . Crisis
management, not prevention or program innovation , was th e primary mode o f
operation at the shelters.
Crucial to the success of the training program was first identifyin g the
person with authority in the shelter, and setting up regular meetings with th at
person . For each of us, this was a nurse or program director, who a lso had the
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longest institutional memory and who was clearly sought out by o ther workers
for advice and conflict mediation. The first several meetings co ns isted of
introductions, tours, and listening to the shelter workers describe what they fe lt
were the central problems of working with homeless individuals . In itiall y, we
were implicitly asked to do therapy for the workers. We expect ed this, in pa r t ,
because of the countertransference issues which arise from working with the
chronic mentally ill. We validated stress levels, listened to th e se nse of hope less-
ness and feelings of st r uggling against insurmountable od ds (especia lly in
relationship to child physical and sexual abuse and alcohol a nd/or drug abuse
problems) which did more to encourage an initial dialogue , th an rushing in wit h
treatment. concerns.
Through the meetings, we kept an open ear and eye to what we saw as
problem areas in the sh elter. In both of our respective sh elters, we observed the
lack of a general staff meeting designed to clarify issues, se t ag endas, review
work schedules, and to provide for a generally supportive atmosphere in whi ch
to work. It was clear that not. all workers had equal access to th e person in charge
of policy making a nd that most sta ff members had developed th e ir own
individual com m unica t ion cha nnels with this person. This ofte n excluded,
alienated, and angered other less resourceful , but equally co mpete nt workers .
Mu ch tim e was spent on taking care of momentary cr ises a nd t.hus, schedu led
activities were all but non-existent. As a result , staff were ge ne ra lly demoralized.
They had a se nse of unfairness in th e st ruc tu re, we re protecti ve of fr ee time, and
vigilant, almost paranoid, towards other workers' spa rse benefits a nd accolades.
The process we observed appeared over time to be one in wh ich th e staff, fee ling
unsupport.ed and drained, identified with the shelter inhabitants, th ereby
creating a chaotic atmosphere of splitting and projective identification.
Communication between workers in th e shelte rs from sh ift to shift. was
poor. Log books contained information such as: " 29 O ctober 1988 , Su nday; Bill
on duty: nothing happened," refl ecting th e general apath y of th e staff and the
devaluation of com m un icat ion cha nne ls. It became common kn owledge who
would provide extra blankets and wh o would not. Certain sta ff members were
hailed by inhabitants as "good gu ys" ; while others appeared as outs iders and
generally were regarded as ineffective by sh elter inhabitants a nd sta ff. Inhabi-
tants often searched out th e "helpful" staff members wh o th en became
overworked and worn out by their own generosity a nd co m mitmen t. , under-
mined by a lack of a firm vision of management.
Meet.ings cont.inued, and ea ch of us list.ened carefully to what. was the
ident.ified needs of t.he shelter. "This gu y is upset; would you talk t.o him?" , was
oft.en an init.ial quest.ion. We reasoned t.hat attempt.ing to make t.his simple
request more comprehensive would have be en seen as e lit. ist. As we were
st.ruggling with what. our professional image would be in t.he shelter, so we re the
shelter operators. Opting for letting t.he workers define th e needs in it. ia lly
enabled t.he development ofa clear working relationship based on th e answering
of legit.imat.e, although psychiat.rically unsophist.icat.ed quest.i ons. Each qu est. ion
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was used as an opportunity to educate and help workers identify for themselves
legitimate psychiatric emergencies and referrals and to e ncourage a greater
co mpe te nce in dealing with often very acutely ill individuals a nd th ose with
severe personality disorders. Gradually questions became more per tinent.
Requests for evaluation of depression and psychosis yielded fr uit fu l d iscu ssions
on com m itme nt and other referrals for medication and mental health services.
Throughout an initial three month period, we were often as ke d by workers
to resolve interpersonal conflicts in the shelter. We had to be mindful of our ro le
as consultants and facilitators and gear our interventions towards e mpowering
workers, not fostering dependency. We often reframed questions o f conflict
among workers as a result of the intensity of the work with th e homeless. We
chose to redirect issues back to the legitimate authority bas e and also postula ted
the need for processing the work in the shelter among workers.
Gradually our presence was seen as beneficial and indeed there were fewer
psychiatric emergencies as the comfort level of staff in dealing with psychopa-
thology increased. At one shelter (R .K.) , the police were called as many as 4- 5
times a week for emergency com mitme nts prior to the placement ofa psychi atr ic
resident there. After four or five months, emergency co m mitments were
requested approximately once a week. At another (L.C.), th e incidence of
physical and verbal viol ence towards their own children decreased dramaticall y,
as well as the incidence of nightmares and enuresis decrea sin g in the chi ldren
after three months of co nsu lta tio n to the staff and group intervention with th e
mothers and their children. Our advice was so ught in a number of d ifferent
areas including staff management; after five months of weekl y visits, th e
identified staff leader at one of the shelters ask ed me (R.K.) to lead a group of
workers in an open discussion of what it is like to work with th e homeless. In part
from this endeavor, and its emphasis on countertransference issues a nd improv-
ing communication between workers, a general cooperat ive spir it e merged . Log
books now contained detailed information of problems encountered on ea ch
sh ift and possible agenda items for the regularly sched uled sta ff meetings.
In summary, the presence of the resident had not only a llowed for on-site
psychiatric expertise in the evaluation and treatment of th e homeless mentally ill
and homeless families, but also has provided for staff development consulta t ion
and an opportunity to impact positively on an organization caring for, in ma ny
cases, seriously ill and generally marginated individuals. At th e grass roots level
the resident learns a powerful lesson in the experience of community mental
health care and about those who care for the patients.
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